The Dutch Paediatric Association reports consensus among its members regarding the necessity to take the future quality of life into account when reaching decisions regarding the continuation or dis-continuation of life-prolongzng treatment. The paramount importance of the discussion with the parents is stressed. Dissension exists regarding active euthanasia in the newborn, both opinions being respected. If dissension exists within the profession parents should be informed and if necessary referred to a doctor who shares their moral views.
Introduction
After many years of discussion a report on the moral aspects of neonatal care, in particular euthanasia, was unanimously accepted by the Dutch Paediatric Association on 5 November 1992. This report has received the name 'Doen ofLaten?' (To Do or Not To Do? (1). Although, as was expected from ensuing lengthy discussions, considerable consensus among paediatricians resulted, the report being very much accepted in these circles, there has been criticism from legal experts and politicians, mainly focusing on the quality-of-life decisions made by parents and doctors regarding newborns. Some church leaders have also protested along these lines. Considerable support has been found amongst Dutch ethicists, medical societies, the media and the three combined Protestant churches. The paediatricians have been widely complimented on their openness. In line with our own dissensus, active euthanasia is condemned by some and accepted as an ultimate possibility by others. The present paper aims primarily to present the discussions of the Dutch Paediatric Association, which ranged from full consensus to straight disagreement. The authors take responsibility for this summary being in line with the report, which was the result of a group process.
During the last few decades there has been an unprecedented increase in the application of 
Starting life-prolonging treatment
So much for the discontinuation of life-prolonging treatment once started. Theoretically we do not consider the moral considerations regarding stopping treatment to be very different from those regarding starting it. In the practice of neonatology, however, thorough decisions can often not be made in the first minutes and hours of extra-uterine life. Yet at the start of life it is minutes that count. Therefore in general we implement all available intensive care measures in order to prolong life, with evaluation as soon as possible: 'act first think later'. The decision to start treatment without a clear view on the harm/benefit ratio should be considered as 'provisional treatment'. But, like any general policy, this one has its limits. For instance, while treating extremely preterm babies below 26 weeks' gestational age, with a high risk of severe handicaps, prolonged periods of inpatient care, considerable late mortality and in view of our actual reluctance to stop once started, we have to question the wisdom of this policy.
Active euthanasia in the newborn
An even more difficult moral choice has to be made about ten times a year in the cases of neonates who, likely to be severely handicapped, may survive without any life-prolonging medical care. This implies that they are able to drink and can be cared for in an ordinary cot. One example of such a case is that of a neonate who has been previously kept alive with the aid of advanced medical care, but in whom serious cerebral damage has become apparent. Another example is that of a neonate with such severe congenital malformations that surgical treatment was withheld, but the infant nevertheless remained alive. It is in these extremely serious situations that some Dutch paediatricians regard active euthanasia (by administration of medication) to be morally justifiable. They argue that in some extreme circumstances the doctor, who often has given life-prolonging treatment before or will give it later, can morally be allowed, or even obliged as an act of mercy, to 'give death' to a newborn for whom life would be an agony. Mercy (misericordia) is the source of medicine and its reason for being.
However, other paediatricians consider this course of action morally unjustifiable. Doctors, they argue, are responsible for the treatment they give and should withhold treatment if it does more harm than good; purposely and actively taking the life of a newborn (not in a terminal phase) is beyond the scope of medicine and a transgression of our human moral borders.
These two standpoints, matters of principle, were unlikely to be resolved in an easy compromise, certainly not within the time we as practical doctors planned to take for our report. Still it is worthwhile to outline the existing dissension. Also we could agree that within our paediatric association both points of view were respected and that parents had the right to know about this dissension and to know where their doctor stood in this respect.
From the legal point of view deliberate termination of life means that the death was caused by the doctor. It appears therefore that these cases should, under the new Dutch law on euthanasia, be reported to the prosecuting attorney. So far no one has been prosecuted. However, the legal situation is far from clear -and it requires quite some courage to report such a case. 
